INTRODUCTION
on the patient's demands. For Miller's Class I and II gingival recessions 4 , the coronally advanced flap has been shown to be predictable since 1926 as described by Norberg 5 . However later Tarnow in 1986 13 reported a modification of the coronally advanced flap, the semilunar coronally repositioned flap technique with the advantages of lack of tension on the displaced flap, no vestibular shortening and cosmetically unchanged papillae proximal to the tooth. However, the flap may not be stable as it is not sutured.
The comparison of these two flaps have not been studied in Nepalese population and the feasibility and predictability of the semilunar flap with sutures is less well known. The aim of this study was to study and compare the results of both the techniques in the Nepalese population presenting in a tertiary level hospital.
This was a prospective comparative study done in the Department of Periodontology and Implantology, People's Dental College and Hospital (PDCH) from January to December 2012. Ethical approval was taken from the institutional review board and written consent from each of the patient. Total 20 patients with Miller's Class I labial/ buccal recession of 1-3 mm depth in maxillary anteriors and premolars were enrolled in the study. Other inclusion criteria included good systemic health, no use of medication known to interfere with periodontal health or healing, and no contraindication for periodontal surgery; sulcus probing depth 0-3 mms, adequate zone of attached gingiva and tooth vitality. The exclusion criteria included thin gingival biotype, restorations and caries, cervical abrasions, malaligned teeth, occlusal interferences, poor oral hygiene and noncompliance, high frenal attachment, smoking or tobacco chewing habit. Patients were divided into two groups of each into Group I for gingival recession defects treated with Semilunar Coronally Repositioned Flap (SLF) and Group II for gingival recession defects treated with Coronally Advanced Flap (CAF). Convenient sampling was done. A set proforma was used at baseline and recall visits to record changes in clinical parameters. Mouth mirror and UNC 15 periodontal probe were used to measure the clinical parameters. Demographic variables assessed included age and gender while the clinical variables assessed at baseline and post-operatively at 1, 3 and 6 months were Oral hygiene index 6 , Plaque index 6 , Gingival index 6 with Probing depth (PD) at 3 and 6 months.
The outcome variables were Recession Width (RW) from the greatest mesiodistal dimension of the gingival recession defect, Recession Height (RH): distance from CEJ to gingival margin, Width of keratinized gingiva (WKT) from distance between the most apical point of the gingival margin to mucogingival junction, Clinical attachment loss (CAL) from CEJ to the bottom of the sulcus. The calculation of root coverage % was assessed as Pre-operative RH -Post operative RH ×100%.
Surgical procedure-After taking the proforma with proper history taking and clinical examination, initial case preparation included ultrasonic scaling and root planning, oral hygiene instructions with Modified Stillman's brushing technique and repeated scaling and root planning after 1 week. Twenty cases were selected which were divided into two groups Group I (Semilunar flap) and Group II (Coronally advanced flap).
Group I SLF-A split-thickness flap was raised under local anesthesia. A semilunar external bevel incision was given directed coronally following the curvature of the gingival margins 3mm from the crest of interdental gingiva. A split thickness sulcular incision extending to the semilunar incision was given carefully to elevate a partialthickness flap. Root planing was done with Gracey curettes and ultrasonic instruments and any labial prominence of the tooth was altered. Root conditioning was done with citric acid pH 1 for 3-5 minutes 7 .A partial-thickness flap was raised and advanced 1 mm coronal to CEJ and pressed with moist gauze for 5 minutes to stabilize it. Additional stabilizing horizontal periosteal mattress suture was placed. Tinfoil and periodontal pack (Coe pack) was placed for 1week.
Group II CAF-
Under local anesthesia, horizontal partial thickness incisions were given 1 mm coronal to CEJ mesially and distally up to the middle of the interdental papilla, leaving behind 3 mm of the papilla coronally. Vertical incisions were extended to mucogingival junction. A partial thickness flap mesial and distal to the recession defect, followed by a full thickness flap coronal to the recession defect up to 4-5 mm over the alveolar bone was raised with a periosteal elevator. Then a partial-thickness flap was raised again apical to the full thickness flap from the mucogingival junction. After flap elevation, root planning with Gracey curettes and ultrasonic scalers and root conditioning with citric acid was done. The area was thoroughly irrigated with normal saline. The interdental papilla mesial and distal to the flap was then deepithelialized. The flap was moved 1mm coronal to CEJ and pressed with wet gauze for 5 minutes. Interrupted sutures were placed over the vertical incisions with 4-0 silk suture and sling suture was placed to anchor Post-operative instructions-For both groups, for the first post-operative day, the patients were advised to take soft diet, avoid hot food or beverages, avoid any mechanical trauma to the site, avoid drinking from a straw, not to touch the area or rinse vigorously. The patients were explained on why the periodontal dressing was placed and to avoid removing it for a week. They were asked to visit the hospital in case of any emergency or discomfort or if the pack was dislodged. They were advised to rinse with 10 ml of 0.2 % chlorhexidine mouthwash twice daily for 2 weeks. Capsule Amoxicillin (Perimox) 500 mg TDS for 5 days and tablet Ibuprofen (Brufen) 400 mg TDS for 3 days were prescribed. Patients were recalled after one week for removal of periodontal pack and sutures. They were recalled every month postsurgery for review and scaling. months. There was no statistically significant difference in other parameters from baseline to 1, 3 or 6 months.
RESULTS

Twenty maxillary
Inter-group comparison using independent ttest (Table1, fig.3 ) showed no statistically significant difference in any of the clinical variables. At 1 month, mean root coverage was 51.67% with group I and 62.5% with group II. At 6 months, the root coverage was 42.5%
for both groups. Complete root coverage at 1 month was seen in 2 cases (20%) of group I and 3 cases (30%) of group II which reduced to 1 case (10%) in both groups at 6 months.
DISCUSSION
The mean root coverage of CAF (Group II) was 62.5% at 1 month. Lins et al 8 
